
 

 Life Skills Center      
REFERRAL FORM  

 
Referral Date: ______________________________________        Male    Female      Youth    Adult 

Client’s Name:_____________________________________________________________________________ 

Address: _________________________________________________________________________________ 

City & State:_________________________________________ Zip Code: _____________________________ 

Date of Birth: _________________________________________  Age ________________________________ 

Home Phone Number: _____________________________ Cell: _____________________________________ 

Parent(s)/Guardian Name: ___________________________________________________________________ 

Special Characteristics:  Spanish Speaking    Other Language   Special Education Handicap   
 

CONCERNS 
 Academic___________ 

 Attendance__________ 

 Behavior General 

 Classroom Conduct 

 Counseling Needs 

 Crisis Situation 

 Employment  Needs 

 Excessive Anger 

 Family Related Issue 

 Lack of Basic Skills 

 Lack of Proper Nutrition 

 Lack of Self-Esteem 

 Marital Issues/ Premarital 

 Parenting Skills  

 Sexually Acting Out (SAO) 

 Spiritual Issues 

 Substance Abuse / Addictions 

 Suspected Gang 

 Suspected Abuse 

 Transportation 

 Violence/ Abuse ________ 
 

REASON FOR REFERRAL   

 

 Crisis Intervention      Employment Assistance      Legal Assistance       Medical/Dental     CPS Involvement 
  

Emotional Health        Financial Health                    Housing/Shelter       Intellectual Health    
 

Life Skills Training       Mentoring Group                  Physical Health         Spiritual Health   
 

Therapy/Psychiatrist  Other________________________________________________________________________ 
___________________________________________________________________________________________________ 
___________________________________________________________________________________________________ 
___________________________________________________________________________________________________ 
___________________________________________________________________________________________________ 
___________________________________________________________________________________________________ 
___________________________________________________________________________________________________ 
 
 

______________________________________________________Signature 

Email or fax programs@sotminc.com  fax to 844-273-3217.  For immediate referral call the SOTM office directly at 972-709-1180.  

mailto:programs@sotminc.com

